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Learning Objectives
After this webinar, attendees will be able to:

1. describe three key facts about the epidemiology of
suicide in later life.

2. identify two assessment tools to assess suicide risk in
later life and understand how to use them.

3. identify two promising intervention approaches and
where to learn more about providing them.

One hour of continuing education credit is available for
attendance of the live event.




Kimberly A. Van Orden

Kimberly A. Van Orden, PhD, is an Associate Professor in
the Department of Psychiatry at the University of
Rochester Medical Center (URMC). At URMC, Dr. Van
Orden is the Co-Director of the Center for the Study and
Prevention of Suicide, which is one of only a few research
centers around the world that focuses on suicide, and is
the Director of the Postdoctoral Training in Suicide
Prevention Research. Her work mainly focuses on suicide
prevention, injury prevention, and suicidal ideation. She
also directs the HOPE (Helping Older People Engage) Lab,
which focuses on developing and testing interventions to
increase connectedness.




Jordan B. Westcott

Jordan Westcott, PhD, NCC, is a counselor educator and National Certified
Counselor focused on how communities access mental health care and
their unique mental health needs, with emphasis on older adulthood,
LGBTQ+ identity, and intersections therein. Her research, teaching, and
service focus on the needs of marginalized communities in the context of
counseling, with an emphasis on how counselors can be change agents.
Dr. Westcott is an Assistant Professor of Counselor Education in the
Counseling, Human Development and Family Science department at The
University of Tennessee, Knoxville. She is a leader in the counseling
profession, with service experiences including Chair of the ACA Public
Policy and Legislation Committee, Member of the SACES Legislative
Advocacy Taskforce, and presently the SAIGE Research and Scholarship
Trustee. Much of her advocacy, service, and scholarship is focused on
counselors as Medicare providers and how that enables access to
counseling for older people and people with qualifying disabilities.
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Nevada, Las Vegas. She received her master's degree in marriage and family therapy from
Purdue University Calumet and her doctorate in human development with a specialization
in marriage and family therapy from Virginia Tech. Across her academic career, she has
published over 100 articles, over 50 book chapters and 12 books in two areas: sexuality
and technology and families. She developed the first multitheorectical model for
describing the effect of technology on couple and family life. Dr. Hertlein has won
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Hertlein was also awarded a Fulbright Core Scholar Award (2018-2019) and, in this role,
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E4 Center: Evidence-Based Practice
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Schaalman Senior Voices Thought Evidence Based Practice Series:
Leader Lecture: Ageism Unmasked Prevention

Tracey Gendron, MS, PhD Friday April 18: Jo Anne Sirey, PhD
Wednesday, May 7th, 2025 Friday May 2: Ipsit Vihang Vahia,M.D.

Friday May 16: Patrick Raue, PhD
10-11:30AM PT / 11AM-12:30PM MT / 9-10:30AM PT / 10AM-11:30PM MT /
12-1:30PM CT / 1-2:30PM ET 11-12:30PM CT / 12-1:30PM ET

REGISTER HERE: : i calendar



https://e4center.org/calendar

4Ms Behavioral Health Series

Implementing the 4Ms of Behavioral Health for CCBHCs:

Applying the 4Ms of an Age-Friendly Health System in Mental Health
and Substance Use Services

Erin Emery-Tiburcio, PhD, ABPP, Laura Porter, PhD, Caryn Blanton, LCSW
Series will be held from June 27t —September 5t, 2025
Every Other Friday starting at 9:00am PT / 10:00 am MT/11:00am CT / 12:00pm ET

REGISTER HERE: https://e4center.org/calendar
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Foundational Competenmes
in Older Adult Mental Health
Online Certificate Program

The growing population of older adults

presents a unique opportunity for m] s E
mental health professionals to expand " -ala
clinical practice and experience deeply

meaningful clinical work.

This peer-reviewed, 16-hour online ﬁ v .
certificate program provides ' — 1

foundational knowledge in older
adult mental health for health
care providers who work

with older adults.

Behavioral Health Disparities in Aging
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PART 1

Epidemiology of
Late-Life Suicide




Suicide in Later Life: Epidemiology

* Older adults are the most rapidly
growing segment of the population.

* Suicide rates increase with age
around the world.

* Older men in the U.S. have higher
rates of suicide than other segments
of the population.

* In successive cohorts, the problem
may increase (Phillips, 2014).

Figure 1. Suicide rate among adults age 55 and older, by age group and sex:
United States, 2021
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Men? Women?

'Rates for men were significantly higher than rates for women for all age groups, p < 0.05.

ZSignificant linear trend by age group, p < 0.05

NOTES: In 2021, the overall U.S. suicide rate was 14.5 per 100,000 population. Suicide deaths are identified using International
Classification of Diseases, 10th Revision underlying cause-of-death codes U03, X60—X84, and Y87.0. Access data table for
Figure 1 at: https://www.cdc.gov/nchs/data/databriefs/db483-tables.pdf#1.

SOURCE: National Center for Health Statistics, National Vital Statistics System, mortality data file.




Suicide in Later Life: Epidemiology

Figure 3. Suicide rate among men age 55 and older, by age group and mechanism of death: United States, 2021
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* Suicidal behavior is more lethal in 0
"Age group has the highest rate compared with all other age groups in specified mechanism of death, p < 0.05.

later life.
. L 2Age group has the lowest rate compared with all other age groups in specified mechanism of death, p <0.05.
°m O re p I a nfu I a N d d ete rmin e d (f' re a rm S 9 ) 3Suicide rates for men were significantly higher than poisoning, suffocation, and all other mechanisms of death for all age groups, p < 0.05.
4Significant linear trend by age group, p < 0.05.
NOTES: Suicide deaths are identified using Infernational Classification of Diseases, 10th Revision underlying cause-of-death codes U03, X60-X84, and Y87.0.

® I e S S | i ke |y to b e re S c u e d " m O re fra i | Mechanisms of suicide are identified using International Classification of Diseases, 10th Revision codes X72-X74 for firearm, X60—X69 for poisoning, and X70 for

suffocation. Access data table for Figure 3 at: https://www.cdc.gov/nchs/data/databriefs/db483-tables.pdf#3.

SOURCE: National Center for Health Statistics, National Vital Statistics System, mortality data file.




Optimal Suicide Prevention for Older Adults

Suicidal behavior is more lethal in later life.
— Interventions must be aggressive (indicated)

— More distal prevention is key (selective and universal)

Indicated — detect and treat
depression

<+

Selective — optimize independent
functioning, increase social connectedness

-+

Universal — education to reduce
ageism, promote gun safety




5 Dimensions of Risk for Suicide in Late Life

1.
2.

Psychiatric illness (primarily depression) /1 Depression
Physical illness (multiple comorbid / | \< N
diseases) " R
- /5. Disability& 2. Disease
(e.g., firearms) \ A \
Soua.l disconnection (isolation, | asedh 3. Accessto
loneliness, family conflict) \%connectjon /%eeaadr::

. - . . . ; /
Disability (functional impairment) and . :_/
distress over dependency (feeling like

Conwell (2022); Van Orden et al. (in press)
a burden)




Depression and Suicide: What We Know

* Mood disorders (esp. Major Depression) are common among older adults
who die by suicide; present in 54% to 87%.

* Few will have received formal psychiatric diagnoses or treatment.

* The combination of depressive disorders and medical illness is particularly
common in later life. B

e Depression in older adults:

o less likely to report sad/depressed mood

o more likely to report anhedonia, apathy,
problems with memory, concentration, g1 .
processing speed, and executive functioning; describe somatic symptoms as
primary concern, including sleep, fatigue, psychomotor slowing




Physical lliness: What We Know

Older adults who died by suicide are characterized by:

’f‘&

Decline in physical health (year before death)

Multimorbidity

OB

Poor sleep quality

Commonly seen in primary care

D Cr

Depressive disorders + physical illness




Physical lliness

What we do not know yet:

* Inconsistency as to which specific diseases (or organ systems) are most strongly
associated with suicide.
* Some illnesses may be associated with ideation but not attempts or deaths.

Potential mechanisms include:

* neurobiology of stress
* neurobiology of illness
e functional impairment




Disability:
What We
Know

* Physical disability (also called
functional impairment) is linked to
suicide ideation, attempts, and deaths

o Instrumental Activities of Daily Living
(IADLs)

o Activities of Daily Living (ADLs) are
associated with suicide

* Sensory impairment, including
vision loss




Disability: What We Know

Most with disability do not die by suicide; risk increases when:

Assistance with ADLs: visiting nurse, home health aides

Personality: high need for control and autonomy

Lack of diverse coping strategies, flexibility

—~CO Internalized ageism linked to decreased will to live




Disability: . Co.m.plex assouapfm betwe.en.

" suicide and cognitive functioning:
What We o dementia and suicide: typically,
Know soon after the diagnosis and

early in the illness

o cognitive control deficits
increase risk for suicide attempts
in later life




Social Disconnection: What We Know

* Social connections that create a sense of caring, contributing, and
community have a range of benefits for health and well-being.

* Indices of low social connection are linked to suicide risk factors in later
life as well as suicide ideation, attempt, and death.

Content Warning: This page contains references to suicide.

o living alone
© Sma | socia I n etwo I"kS Advisory: The Healing Effects of ng{fnp;ﬁﬁg: ®
o absence of a confidant Social Connection and Isolati
o loss of a spouse R R
. . offers a framework for how we can all contribute to improving
O SOCIal (dIS)engagement social connection.
o family discord
o loneliness
o

low social integration




Social Disconnection: What We Know

* Three intervention studies
have shown effects on
suicide deaths in older
adults.

Loneliness

 All involved promoting social
in Later Life

connection—but the studies
were not designed to test
this mechanism.

Cognitive
function:

M . executive
functioning, dementia

Physical Health:

Perceived health,
physical iliness, longevity

(Chan et al., 2011; De Leo et al., 2002; Oyama et al., 2008)




Firearms: What We Know

* Suicide attempts are more often fatal among older
adults, in part because older adults tend to use more
lethal means (e.g., firearms in the United States), are
more planful and determined, are frailer, and often are
more isolated and thus less likely to be discovered.

* Older adults in the United States who use firearms as
the suicide method are more likely to live in rural areas
and to have served in the military.

* Cognitive control deficits combined with access to lethal
means may be a pernicious combination in later life.




R e Resilience Risk
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' ™ & ™
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Lutz & Van Orden, 2020




PART 2

Suicide Risk
Assessment




Why do
we use
screening
tools?

* The goal of suicide risk assessment is
NOT a prediction about whether a
patient will die by suicide.

* The goal IS to determine the most
appropriate actions to take to keep a
patient safe.

* We need to take action for all
endorsements of suicide ideation, but
not the same action for every type of
endorsement.




Key Components

1. Your attitude: collaboration, connection,
[your] comfort

2. Gathering information (asking questions)

3. Making sense of the information and
organizing it (assessment)

4. Taking actions while meeting with
patient (responding/planning)

5. Taking actions after meeting with
patient (extending)




Clinical Data: 5 D’s

\\‘\

The goals of suicide risk assessment: / \

5. Disability& 2 Disease
dependency  (multimorbidity)

\

e Take appropriate y \
actions to manage |
safety right now.

/

3 Access to
deadly
means /

4. Social
\dl\sconnect!on

e Guide treatment planning to reduce risk L b
over the course of treatment (select

treatment targets that will reduce suicide
risk, in addition to psychiatric diagnoses).

—




Columbia Suicide Severity Rating Scale

Semi-structured interview:

e Flexible: suggested prompts; goal is to get the info you need;
don’t need to ask questions you don’t need

e Also a self-report version

W -

e Comprehensive: includes worst point and many types of behavior

e Standard definitions
e Useful suggested prompts




Definitions Types of suicide ideation:
Spectrum of specificity PP W

* Active thoughts of killing yourself
Least =2 Greater ,

Consideration of methods

‘ * Some intent to act
‘ Intent & * Intent and specific plan (imminent risk)
Some specific
. AR intent plan
ethods o .
to act Types of suicidal behavior:
® Active * Suicide attempt (multiple attempts)
ideation
* Interrupted attempt
® .
Passwe * Aborted attempt
ideation

Preparatory behavior

(NSSI)

Image adapted from McDowell, Lineberry, & Bostwick (2011). Practical suicide-risk management for the busy
primary care physician. Mayo Clinic Proceedings, 86(8).

Definitions from the Columbia Suicide Severity Rating Scale. -
38




Columbia Suicide Severity Rating Scale: Suicide Ideation

Assessment of Suicidal Risk Using

C-SSRS

SUTCIDAL IDEATION
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Columbia Suicide Severity Rating Scale: Suicidal Behavior

Assessment of Suicidal Risk Using

C-SSRS
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Two-Step Screening

Ower the last 2 weeks, how often have you been bothered

Figure 1. P4 Screener for Assessing Suicide Risk*"

* PHQ-9, item 9

Have you had thoughts of actually hurting yourself?
More Mearly NO YES

by any of the following problems? Several than half  every
(Use “+ to indicate your answer) Motatall days thedays  day I 4 Screening Questions I* [ J T h O u g h tS t h at yo u
1. Litthe intarest or pleasure in doing things 0 1 2 3 1. Have you ever attempted to harm yourself in the past?
No s would be better off
2. Feeling down, depressed, or hopeless 0 1 2 3 2. Have you thought about how you might actually hurt yourself?
o Ry — dead or of hurting
3. Trouble falling or staying asleep, or sleeping too much o 1 2 3 3.There's a big difference between having a thought and acting
on a thought. How likely do you think it is that you will act on I f H
- ) these thoughts about hurting yourself or ending your life some yO U rS e I n S O I I l e
4. Fealing tired or having little energy 0 1 2 3 time over the next month?
- site . o , 5 5 a. Mot at all likely Way?
. Poor appetile or avereating '
b. Somewhat likely

6. Fealing bad about yourself — or that you are a failure or 0 1 2 3 < vew |||(e|jf [ ) I f 1 t 1 > O 9

haves ket yoursell of your family down 4. s there anything that would prevent or keep you from harming p O S I I Ve a n y

yourself?

T. Trouble concentrating on things, such as reading the

nawspapear of walching television o 1 2 3 NO YES > [%at? - 1
8. Maoving or speaking so slowly that other people could have o P4 Sc re e n e r

naticed? Or the opposite — being so fidgety or restless 0 1 2 3 Shaded (*Risk") Re

that you have been moving around a lot more than usual a IS Sponse

_ Risk Category Items 1and 2 Items 3 and 4
R L I Minkval ——_ Nefterisshaded.~ Nefter i shaded * Dube et al. (2010)
Lower At least 1 item is shaded Neither is shaded
Higher At least 1 item is shaded
Fos oFFicE coDiNg __ 0 o+ *
=Total Score:

P4 is a mnemonic for the 4 screening questions: past suicide attempt,
suicide plan, probability of completing suicide, and preventive factors.
@Copyright 2010 Kurt Kroenke, MD.

®Any individual who responds “yes™ to a question about thoughts of self-
harm is asked 4 additional questions—the 4 P's on past history, plan,
probability, and preventive factors, Shaded responses are those that are
more concerning for suicidal ideation,




The Evidence Base for These Actions

* There are no evidence-based assessment methods for suicide risk (i.e., data showing
that certain assessments prevent suicidal behavior), but there are clear best practices.

* We know that responses on these measures are associated with future suicide
ideation and behavior, but:

* only three randomized trials
of interventions shown to
prevent suicide deaths in the
world, ever.

* psychotherapies and collaborative
care models for depression have
been shown to reduce the severity
(or frequency) of suicidal thoughts
and prevent non-lethal suicide attempts.




Tips for Asking About Suicide

Gentle persistence:

* “No, not really” usually means some
form of suicidal thinking is present.

o Some individuals think that we
are not interested in hearing
about their suicide ideation
unless they are seriously thinking
about taking action.

e “What kind of thoughts have you
had, even if they were just fleeting
or you wouldn’t act on them?”

Adapted from Shea, S. C. (1999). The practical art of suicide risk assessment:
A guide for mental health professionals and substance abuse counselors.

Mental Health Presses.

Gentle assumptions help
individuals feel

Normalizing helps

people feel comfortable telling you
comfortable: about suicidal thoughts:
“When people are feeling “What other ways have
upset or stressed, they you thought about killing
sometimes have yourself?”
thoughts that they wish

they were dead. Have
you ever had thoughts
like this?”




Risk Management:
Adaptations for Older Adults in Crisis

* Remember: Suicide ideation is not normative in later life,
even if the older person conveys it as such.

o Internalized ageism is linked to reduced will to live and premature mortality.

* Consider ‘capability’ for suicide: Most die on their first attempt.
o alcohol (less common but potent)
o firearms in the home
o executive dysfunction
o over control (versus under control) of emotions

* Older adults are less likely to spontaneously report
suicide ideation or reach out for help in a crisis.




PART 2

Management
and Treatment




Intervention Studies:
Suicide Deaths in
Later Life

All three studies involved promoting
social connection, but none were
designed to test mechanismes.

e Chanetal.,, 2011
 De Leo et al., 2002
 Oyama et al., 2008




Routine screening for depression and suicide risk
 Validated screener (e.g., PHQ-9, GDS, CES-D, PROMIS)

* Screening for suicidal ideation and intent for those
with depressive symptoms (e.g., C-SSRS & Geriatric

IN DICATED Suicide Ideation Scale)
PREVE NTl ON : Diagnose and treat depression to remission
Best Practices * Depression treatment is effective, including at

reducing suicidal ideation and maybe suicidal behavior
* Antidepressants, lithium, ketamine/esketamine

e Psychotherapy—including Problem Solving Therapy
(PST), Interpersonal Psychotherapy (IPT)

* Collaborative care

* Meta-analysis indicating a reliable effect of collaborative care for
reducing suicide ideation, especially when embedded
psychotherapy is part of the CCM (Grigoroglou et al., 2021)




INDICATED
PREVENTION:
Best Practices

Suicide-Specific Behavioral Interventions:

Safety Planning (and Connection Planning): include the family,
address lethal means, include 9-8-8

Caring Contacts: don’t wait for older people to call us
(proactive)

Address social determinants of health—collaborate with PCPs
and Area Agencies on Aging

Evidence-based psychotherapy for suicide ideation and
behavior:

* Problem-Solving Therapy (PST) and Engage Psychotherapy
 Interpersonal Therapy (IPT)

e Behavioral Activation (BA)

 Dialectical Behavior Therapy (DBT)

* Cognitive Behavioral Therapy (CBT) for Late-Life Depression
and CBT for Suicidal Behavior




Safety Planning

Brief clinical intervention that results in a prioritized
written list of warning signs, coping strategies, and
resources to use during a suicidal crisis.

Safety Planning plus caring contacts (Stanley et al., 2018):

* 45% fewer suicidal behaviors, approximately halving the odds of suicidal
behavior over 6 months (odds ratio, 0.56; 95% Cl, 0.33-0.95, P = .03)

* More than double the odds of attending at least 1 outpatient mental
health visit (odds ratio, 2.06; 95% Cl, 1.57-2.71; P < .001).

SAFETY PLANNING FOR EMERGENCIES:

COPING: call wife Linda (288-222%)
Focus ow breathing, play with doo), call dr. Price (999-999-9999)
Pray
PEOPT_’E/PLACES:

Go to coffee shop, call friend (Bill
FFEF-FFFF) FRIENDSHIP LINE: 800.971.0016
Text daughter Mel lesa SUICIDE PREVENTION HOTLINE:

SAFETY: 800.272.TALK (8255) Press “1” for Veterans
BLLL will keep my rifles unttl | YOUR VA HOSPITAL EMERGENCY DEPARTMENT:
feel better = = MEDVAMC - 2002 Holeombe

9N

South Central :‘\ Baylor
MIRECC College of
Medicine

MICHAEL E, DeBAKEY
EEEEEEEEEEEEE
EEEEEEEEEEEEE

COLLABORATIVE
SAFETY PLANNING
FOR OLDER ADULTS

Elizabeth C. Conti, Ph.D.
Clifton (Brent) Arnspiger, LCSW Jessica Uriarte, DrPH

Cynthia Kraus-Schuman, Ph.D. Michelle Batiste, MSN, RN




Safety Plans Can Address Risk Factors (contietat, 2020

Table 1. Coping skills to target risk factors for late-life suicide during a crisis.

Depression symptoms Disability & Dependence Disease Disconnectedness Deadly Means
Anhedonia more Talk back to thoughts  Take medications as Loneliness: reach out to friends/ Firearm safety: store
common than sadness: about being a burden  prescribed; attend to family, call support hotline, attend unloaded firearms in
pleasant activities, (these thoughts are physical illness to increase social groups, online support a locked cabinet,
exercise, helping associated with suicidal mastery; list primary care  groups, plan for future social separately from
others, prayer/religious behavior) doctor’s number activities, write letters, help others, ammunition; use a gun
readings volunteer lock
Irritability: exercise, Help/support others (in  Refocus attention on Grief: journaling, looking at Enlist family in helping
soothe with 5 senses  a way that is safe) to reasons for living and photographs, writing a letter to with safe storage of
(music, tea, pets), counter burden meaning. loved one; containment exercises if medications
relaxation exercises thoughts grief is too intense
Apathy: enlist family to  Practice meditation &  Coping skills for stressors  List resources for transportation Planned check-ins with
schedule & start acceptance exercises to involving lack of control:  assistance on plan family, neighbors,
pleasant events tolerate distress Relaxation & other pain providers
management strategies
Insomnia: Sleep hygiene Activities that promote List helpful thoughts to Go to common areas (if in senior  Remove alcohol from
feelings of dignity cope with hopelessness housing), listen to the radio or home during crises
about illness (especially music, distract with mentally
new diagnoses) engaging activities (e.g., puzzles)




Tailoring Evidence-Based
Psychotherapies for Suicide Risk b

il
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Evidence-based psychotherapies for mental ~ 1Depression
health in later life: / | x\< N
.. \\
’ / & \
Ca.n be used t.o.targ.et an ?Ider p’erson s personal 5 Disabliiya N 2 Dlsease'
drivers for suicide risk (thlnk 5D S) g e en,d- ency :: Tmultl\morbldlty) |
 Example: Problem-solving therapy (PST) for coping \ \\\__
with increased disability \ 4
 Example: IPT to navigate disconnection and grief | g 3 ;ﬂ\ccess Yo
after spousal loss \ o PN deadly
. o . ‘disconnection =
 Example: Behavioral activation to cope with K / =S
depression after a new disease diagnosis R 00

* Example: Engage coaching to get ‘unstuck’ from
the loneliness cycle—disconnection




Tailoring Evidence-Based
Psychotherapies for Suicide Risk

Evidence-based psychotherapies for
mental health in later life:

Can be used to target an older person’s personal
drivers for suicide risk (think 5D’s)

 Example: Problem-solving therapy (PST) for
coping with increased disability

 Example: IPT to navigate disconnection & grief
after spousal loss

 Example: Behavioral activation to cope with
depression after a new disease diagnosis

 Example: Engage Coaching to get ‘unstuck’ from
the loneliness cycle—disconnection

ENGAGE Action Planner

1. mygoalis: Decide if I’'m ready to adopt a new cat

2. Ideas for meeting my goal:

wea1: Visit cat cafe

Idea 2: |S|t d Shelter “ust tQ IQQk)

wea3: LOOK ONn Petfinder.com

3. Choose best idea (most feasible and most rewarding):

Look on Petfinder.com

4. List steps (What will you do? When? For how long? Who is involved? Where will it

happen? What do you need?):
- This evening, look at pets online

1 Check in with how I’'m feeling
o Text a friend about it

O

Please complete the questions below after you have engaged in your activity.

5. How did you do in achieving your goal?

© 6 0

6. If you couldn’t do your plan, what got in the way?




How did 1 do in COACHING MANUALS:
achieving my goal????
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| realized that when |
was connected to
others, there was hope.

HOPE Lab PARTICIPANT




PART 3
Resources




Equity Focused Suicide Prevention
Resources for Older Adults

R e S o u I c e S This resource guide addresses suicide prevention in older adults (defined as age 60 or older). The model

guiding the selection of resources for this guide is the '5 D's of Late Life Suicide."2 This model (see Figure)
describes the most common characteristics of older people who die by suicide (with the accumulation of
factors suggesting greater risk)—depression (and other mental disorders), disability (functional and sensory
impairment), disease (physical illness, including multimorbidity) and access to deadly means (in the U.S.

* Resources for suicide prevention for older adults  freams wemostcommon

(gro u n d ed i n 5 DIS) : Depression Key facts about the epidemiology late-life suicide
were also used to guide the development of this
https://e4center.org/wp-content/uploads/2024/07/E4-Center-Equity-

resource, including that:

1) most older people die on their first attempt

Focused-Suicide-Prevention-Resources-for-Older-Adults-1.pdf o 5D's e (necesstating he useof universal and salecive
programs);
Ofsl;'jit;:[;fe 2) the most common method of suicide in later life
P Q is firearms;
Safety Planning for Older Adults (free manual, | ) ekl o present o e
Social Access to specialty mental health clinics but do present for

h a n d O ut’ Vi d e 0) : disconnection deadly means care in primary care clinics in the months and

weeks before their deaths.

https://www.mirecc.va.gov/visn16/collaborative-safety-planning-manual.asp

Users of this guide should keep several limitations in mind. First, programs that have shown some
- - ° ° ° - effectiveness for late-life suicide prevention often (if not always) contain multiple components and layers
(] F I CI I G I g g h (i.e., universal, selective, and indicated prevention strategies). There are no such models readily available in
ree a rtlc e I n ’nlca eronto O ’St 0 n u SI n t e the U.S. for older adults, so users should understand the limitations of selecting a single program from this
list.

’ L] [ ]
5 D S I n safety p I a n n I ng : As well, this guide focuses on resources tailored for older adults. Given that there are relatively few of

these resources, considering programs not specifically designed for older adults may be useful to address
. H H . current gaps. A particularly notable gap is the lack of suicide-specific gatekeeper programs for older
htt ps //p mc.n Cbl N l m.ni h - gOV/a rtl CleS/P M C6858938 adults given the differing presentation of older people at risk for suicide (from younger people) and the
fact that older people do not commonly seek out specialty mental health care; the exception is for senior
living communities and senior centers, as there are suicide prevention toolkits for these settings (that
° ° ] ] may be useful for other settings where older adults frequent). Gaps are also especially apparent regarding
® Tra I n I ng I n P ro b I e m -SO IVI ng Th e ra py a n d intersecting identities (e.g., older adults who identify as LGBTQ, Native American, Black, Hispanic, Asian
among others), as suicide-specific resources are not available that address the specific needs of older
people in those groups; to address this gap, programs and resources are included in this guide for selective

[ ] [ ] [ ]
Be h aVI O ra I ACt |Vat I O n : prevention programs that address the 5D’s for these older adults.

AI M S Ce nte r: htt ps ://a | msS.uw. ed u/| nte rve ntio ns 1. Van Orden, Silva, & Conwell (2019). Suicide in Later Life. Oxford Research Encyclopedia of Psychology, Oxford University Press.

2. Conwell (2022). "My Work is Done. Why Wait?" Lessons Learned from Older Adults who Died by Suicide. Am J Geriatr Psychiatry,
12, 1339-1341. doi: 10.1016/j.jagp.2022.09.015.

E4 CENTER OF EXCELLENCE | EQUITY FOCUSED SUICIDE PREVENTION RESOURCES FOR OLDER ADULTS



https://e4center.org/wp-content/uploads/2024/07/E4-Center-Equity-Focused-Suicide-Prevention-Resources-for-Older-Adults-1.pdf
https://e4center.org/wp-content/uploads/2024/07/E4-Center-Equity-Focused-Suicide-Prevention-Resources-for-Older-Adults-1.pdf
https://www.mirecc.va.gov/visn16/collaborative-safety-planning-manual.asp
https://pmc.ncbi.nlm.nih.gov/articles/PMC6858938
https://aims.uw.edu/interventions

Connection Planning Resources

* Free handouts:
https://www.eenet.ca/resource/social-connection-isolated-older-adults

 Article in The American Journal of Geriatric Psychiatry (free download):
https://www.ajgponline.org/article/S1064-7481(20)30333-X/fulltext

VA VISN 5 MIRECC Connection Plans manual:

https://www.mirecc.va.gov/visn5/training/connection plans.asp

* FREE Training online (Finger Lakes Geriatric Resource Center):

https://www.urmc.rochester.edu/medicine/geriatrics/flgec/online-training.aspx



https://www.eenet.ca/resource/social-connection-isolated-older-adults
https://www.ajgponline.org/article/S1064-7481(20)30333-X/fulltext
https://www.mirecc.va.gov/visn5/training/connection_plans.asp
https://www.urmc.rochester.edu/medicine/geriatrics/flgec/online-training.aspx

Kim Van Orden:
kimberly vanorden@urmc.rochester.edu

Stay The HOPE Lab

* https://www.urmc.rochester.edu/labs/van-

Co n n e Cte d ! orden/projects.aspx

e Email: HOPE@urmc.Rochester.edu
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Critical Resources on Medicare Part B
Coverage of Counselors and MFTs

Legislation Mandating Medicare Part B Coverage of Counselors and Marriage and Family Therapists
https://www.congress.gov/117/bills/hr2617/BILLS-117hr2617enr.pdf

How to Enroll in the Medicare Program

= Medicare Enrollment for Providers and Suppliers

https://www.cms.gov/medicare/enrollment-renewal/providers-suppliers/chain-ownership-system-pecos

= New Provider Type: Marriage and Family Therapists (MFTs) and Mental Health Counselors (MHCs)
FAQs (36 questions answered) Published Sept 2023

https://www.cms.gov/files/document/marriage-and-family-therapists-and-mental-health-counselors-fag-09052023.pdf

= The Medicare Learning Network:

https://www.cms.gov/outreach-and-education/medicare-learning-network-mln/mlngeninfo

= Web-Based Training:

https://www.cms.gov/outreach-and-education/medicare-learning-network-mln/mInproducts/webbasedtraining

= Becoming a Medicare Provider (World of Medicare):
https://www.cms.gov/Outreach-and-Education/MLN/WBT/MLN9329634-WOM/WOM/index.html

=  Weekly Email Newsletter for Medicare Providers:

https://www.cms.gov/outreach-and-education/outreach/ffsprovpartprog/provider-partnership-email-archive



https://www.congress.gov/117/bills/hr2617/BILLS-117hr2617enr.pdf
https://www.cms.gov/medicare/enrollment-renewal/providers-suppliers/chain-ownership-system-pecos
https://www.cms.gov/files/document/marriage-and-family-therapists-and-mental-health-counselors-faq-09052023.pdf
https://www.cms.gov/outreach-and-education/medicare-learning-network-mln/mlngeninfo
https://www.cms.gov/outreach-and-education/medicare-learning-network-mln/mlnproducts/webbasedtraining
https://www.cms.gov/Outreach-and-Education/MLN/WBT/MLN9329634-WOM/WOM/index.html
https://www.cms.gov/outreach-and-education/outreach/ffsprovpartprog/provider-partnership-email-archive

Critical Resources on Medicare Part B
Coverage of Counselors and MFTS cont.

Role of the Centers for Medicare and Medicaid Services (CMS)

= https://www.investopedia.com/terms/u/us-centers-medicare-and-medicaid-services-cms.asp

= https://www.cms.gov/outreach-and-education/outreach/ffsprovpartprog/provider-partnership-email-archive

Medicare Mental Health Benefits for Beneficiaries

Medicare Mental Health:
https://www.cms.gov/files/document/mIn1986542-medicare-mental-health.pdf

Medicare Beneficiary Handbook:
https://www.medicare.gov/medicare-and-you



https://www.investopedia.com/terms/u/us-centers-medicare-and-medicaid-services-cms.asp
https://www.cms.gov/outreach-and-education/outreach/ffsprovpartprog/provider-partnership-email-archive
https://www.cms.gov/files/document/mln1986542-medicare-mental-health.pdf
https://www.medicare.gov/medicare-and-you

Critical Resources on Medicare Part B
Coverage of Counselors and MFTS cont.

Medicare Administrative Contractors (MACs)

https://www.cms.gov/medicare/medicare-contracting/medicare-administrative-contractors/what-is-a-mac

Medicare Physician Fee Schedule

https://www.federalregister.gov/documents/2023/08/07/2023-14624/medicare-and-medicaid-programs-
cy-2024-payment-policies-under-the-physician-fee-schedule-and-other

Key Steps to Becoming a Medicare Provider
1. Registerin the I&A System

2. Getan NPI

3. Enter information into PECOS

4. Decide if you want to be a participating provider

Form CMS-855I: Physicians and non-physician practitioners (PDF link)



https://www.cms.gov/Outreach-and-Education/MLN/WBT/MLN9329634-WOM/wom/misc/glossary/index.html#I-and-A
https://www.cms.gov/Outreach-and-Education/MLN/WBT/MLN9329634-WOM/wom/misc/glossary/index.html#NPI
https://www.cms.gov/Outreach-and-Education/MLN/WBT/MLN9329634-WOM/wom/misc/glossary/index.html#PECOS
https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/cms855i.pdf
https://www.cms.gov/medicare/medicare-contracting/medicare-administrative-contractors/what-is-a-mac
https://www.federalregister.gov/documents/2023/08/07/2023-14624/medicare-and-medicaid-programs-cy-2024-payment-policies-under-the-physician-fee-schedule-and-other
https://www.federalregister.gov/documents/2023/08/07/2023-14624/medicare-and-medicaid-programs-cy-2024-payment-policies-under-the-physician-fee-schedule-and-other
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